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MEDICATION ADMINISTRATION FORM

This form must be renewed annually and is only valid for the current school year.
For prescription or over-the-counter medication supplied by the parent/guardian.

| hereby give permission for my child, , iIn grade

Student Name

, to have the following medication administrated by the school nurse or

Student Grade

designated school personnel during the school day:

Medication:
Dose: Time to be given:
Date to begin: Date to end:

Reason to give medication:

Teacher
Physician Printed Name Physician Signature *required for prescription medications
Date
Parent/Guardian PRINTED NAME Parent/Guardian Signature
Date

MEDICATION POLICY REMINDERS:

o All prescription medications must have a physician’s &
parent’s/guardian’s signature.

* All medications administered at school must be checked in at
the main office/nurse’s clinic with required authorization.

* Medication must be received in its original container and must
be labeled with the student’s name.

e This authorization is valid for the school year named above and
must be renewed each year.

* Notes from home will not be accepted as authorization for
dispensing medication.
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